A psychodynamic assessment of 60 women with fimctional bowel disorder seen at St Mark's, a specialist hospital for disorders of the colon and rectum, has shown that most were trapped in severe emotional conflicts with which they were unable to cope. In many the bodily illnesses appeared to be an expression of these conflicts as well as a defence against experiencing them. The illnesses were then partly, or entirely, emotional conflicts that had become medicalizedemotional conflicts in illnesses clothing. The illnesses, usually precipitated by significant life events, often had their roots in emotional conflicts in infancy or childhood at which time a high proportion of the women had experienced a severe life trauma. The study also indicated that the conflicts that appeared to contribute to the illnesses were associated with emotional difficulties in fulfilling themselves as women. 0141-0768/91/
Introduction
This paper reports on part of a project designed to study the contribution that a psychoanalyticpsychotherapist can make to the work of St Mark's. My role, the thinking behind it, our method of working and a suggested classification of the patients actually seen are being reported separately'. I will just mention here that my concern is not with psychiatric diagnoses but with trying to understand any intra-or inter-personal conflicts which may have contributed to the bodily symptoms. I therefore see patients for two or three, or very occasionally more, semi-structured interviews of one hour each, partly to make an assessment and partly to try to give them the experience of feeling understood.
Patients
This paper reports 60 women with functional disorder of the gut. Patients in this group present as medically ill. Some have already attended several hospitals, where numerous investigations, often including laparotomies, have not revealed any organic pathology, before being sent to St Mark's as a 'last resort'. Some are distressed, maintaining that this is a reaction to their bodily symptoms and that if only the doctors could find a physical or surgical remedy all would be well. They insist on more and more bodily investigations, consume a considerable amount of time and effort and many leave the staff feeling frustrated and helpless.
The main presenting symptoms of the 60 women in this group were varying degrees of disorder of bowel functioning, abdominal pain, bloating, malaise and depression, in different combinationsdiagnosed on a symptom-complex basis: Chronic The chronic intractable constipation group included 19 women out of a series of20 consecutive outpatients with this diagnosis, specially referred by one of the physicians. Their psychopathology was found to be no different from that of the 14 women with the same diagnosis, mostly inpatients, referred because the doctor/medical social worker/nurse found them disturbed or felt that,they should be assessed because no organic basis has been found. Although, as will be shown, all the women had many psychological features in common, classifying them according to bodily symptoms does not reflect the complexities and vicissitudes of the emotional conflicts. However, those suffering from chronic intractable constipation appeared to have more severe personality conflicts that those in the other functional bowel disorder categories.
Findings
When seen the ages of the women ranged from 17 to 71. As I listened to their stories I was struck by three features. Firstly, anxiety about fulfilling themselves as adult women. One aspect of this theme, described by 80% of the women, was difficulty in forming or in maintaining deep and satisfying relationships with men. Many other conflicts were elicited but this was the overriding one. In this context, two-thirds described their sexual relationships as unsatisfactory, commenting on inability to achieve an orgasm, lack of interest, inability to relax, feeling terrified or finding sex painful. Another aspect of this theme was found in 60% of the women who did not have children, in all ofwhom there were strong indications of conflict about motherhood. Some were vehemently averse to having any children stating that they had never wanted any, found pregnancy repellent, dreaded labour or had marked fears of babies. Others were extremely worried that they would not be able to conceive. Of those women who had children the abdominal symptoms of 40% began or became worse at the time of life events relevant to motherhood, ie during pregnancy or very shortly after childbirth.
The second feature was that a severe early life trauma had been experienced by 31 out of 42 women in whom the information was recorded (21 out of 25 were in the intractable constipation group): seven, of whom six were premature, started life in an incubator; one, as a child, experienced the death of a baby sibling, another the birth of a severely deformed sibling and another a stillbirth; two were adopted; three lost a parent in childhood; six grew up in very disturbed or broken homes; three had long periods of childhood in hospital or in children's homes; three had been sexually assaulted or repeatedly sexually abused; four had mothers who had been severely depressed during their infancy and were thus, it seemed, emotionally distant from them.
The third feature was the time of onset of the symptoms. In a number of women, the abdominal symptoms began or became worse at the time of life events which had an anxiety-provoking meaning for them relating to their capacities to fulfill themselves as women, eg engagement, soon after marriage, during pregnancy, shortly after the birth of a child, usually the first, after repeated miscarriages, after a stillbirth or after the break-up of the marriage or relationship. In a few the symptoms began shortly after a significant loss such as that of a parent whose death had not been properly mourned. One young woman's trouble was first diagnosed by the dressmaker making her wedding dress who noticed that she was losing weight and said that she must be suffering from wedding nerves. Shortly after the marriage abdominal symptoms developed in the setting of marked psychosexual difficulties. In most of the women the illness also had, as its background, one of the three phases oftransition in lifeadolescence, mid-life and later lifephases during which major emotional readjustments occur and which have been described as 'developmental crises'. Although the boundaries are blurred the 60 women can usefully be considered in three subgroups, because their symptoms, seemed to be connected with conflicts which assailed them at these stages ofreadjustment: (a) Those whose symptoms began or became significantly worse between 13 and 29. There were 39 women in this subgroup, (proportionally more from the intractable constipation group). Almost all had severe emotional conflicts about being able to fulfil themselves as women -conflicts about forming a satisfying lasting relationship with a man or conflicts centering around becoming a mother. (Cases 1, 2, 3). (b) Those whose symptoms began or became significantly worse between 35 and 53. There were 16 women in this subgroup (proportionally about equally divided between the intractable constipation group and the group of other functional bowel disorders). They too had severe emotional conflicts about fulfilling themselves as womentheir anxieties about this were reaching a peak as they reached mid-life and had to adapt to the second half of life. (Case 4). (c) Those whose symptoms began or became significantly worse between 55 and 65. There were six women in this subgroup (all from the group that did not include intractable constipation patientsl Like the women in the other two subgroups they had severe emotional conflicts connected with fulfilling themselves as women and now, as they were getting older, were finding it very difficult to cope with the pain oftheir disappointments. (Case5).
Cases
For reasons of confidentiality I shall only give vignettes instead of full case studies. I have made alterations in some details which have no clinical significance. Each case, however, is characteristic of many patients.
Case 1
Ms A now in her late 20s said that for as long as she could remember her bowels had been irregular. In adolescence she became severely constipated, not opening her bowels for several weeks at a time. She had been repeatedly investigated and was shown to be suffering-from slow transit constipation for which no organic basis was found. She attributed her depression to the inability of doctors to find a remedy. She had been a premature baby and had been in an incubator and her next sibling was stillborn. She had a disturbed mother who had clearly not been able to respond to her emotional needs. As she'grew up she found adolescence very frightening' and as'she entered adult life could not form a satisfactory-relationship with a man, had severe sexual problems and feared that she would not be able to face the demands of being an adult woman and wife, let alone of becoming a mother. Ms A was one of the women reluctant to explore her emotional difficulties further insisting on having only physical or surgical treatments.
Case 2
Mrs B, a woman in her early 30s had also been suffering from slow transit constipation which began in adolescence but had only started bothering her since her marriage a few years previously. She described herselfas having been a very active tomboy. For some while she felt that she had been going through an identity crisis with many anxieties about her femininity and she was worried about the future of her marriage. At the second interview, in contrast to Ms A, she expressed relief that her feelings were understandable. Many ofher anxieties were explored further and were found to be related to a complex relationship with her mother from whom she was trying to free herself. Aftbr a few interviews she said that she was now able to communicate better with her husband. Several months later she reported that she could face the future as a wife and mother and that her bowels were no longer bothering her.
Comment
Mis B had a much stronger healthy aspect to her personality than Ms A. Although the limited number of interviews could not help resolve her deep conflicts they gave her the experience of feeling understood and helped her to contain her anxieties and to begin to reverse the deteriorating spiral. Nine out of 28 women in the intractable constipation group where the information was elicited gave early indications ofpossible identity problems in that they described themselves as having been very active tomboys. However, none ofthe 28 women in the nonintractable constipation group described herself as a tomboy.
Like two-thirds ofthe women in this category, both described episodes of depression of varying duration and varying intensity, mostly mild to moderate and a few quite severe. The interviews suggested that the depressive episodes were only partly reactive to the abdominal symptoms but were mostly associated with the underlying psychological problems. Case 3 Mrs C, in her mid 20s, was diagnosed as suffering from irritable bowel syndrome. As a small child she had some bowel irregularities and at one stage was referred to hospital with suspected appendicitis but was found to be severely constipated. Apart from this she had no abdominal trouble until shortly after leaving school. This became very much worse a few weeks after her marriage when she developed abdominal pain, alternating diarrhoea and constipation and bloating which severely embarrassed her because it made her look as if she were pregnant.
Her parents' marriage had been very disturbed and they had divorced. She became pregnant during a casual relationship and had a traumatic termination. She married a year later and her abdominal symptoms became acute. She became quite depressed as her marriage rapidly deteriorated, ending in divorce. She very much valued the three assessment interviews. Several months later she reported an improvement in her bowel symptoms which she attributed to a special diet.
Five women in this series, of which this was one, gave histories of being sent, as children, to hospital with the diagnosis of acute appendicitis but the problem was found to be severe constipation. Eleven others had had their appendices removed and of these, seven understood that the appendices were normal. Thus, abdominal pain simulating acute appendicitis was reported in 12 of the 62 women. Bloating was a common feature which, most of the women stated, made them look as ifthey were pregnant. Many, like her, said that people commented on this and several said that they felt 'very embarrassed', 'irritated' or 'annoyed'. This strongly expressed reaction was more common in those women with marked anxieties about having babies. To their consternation three patients had been diagnosed by their doctors as having phantom pregnancies. Many patients who, like Mrs C attribute their improvement to a special diet they have discovered, have deep anxieties about the strength of their psychological resources, justifying the need for special care. Case 4 Mrs D, a 40-year-old glamorous, successful, fun-loving woman who had a 10-year history of mild abdominal symptoms, had, for the past year, been suffering from intractable constipation and abdominal pain. She gave a long history of severe period difficulties culminating in a hysterectomy 18 months previously. Her facade masked a great deal of depression about many personality difficulties which led to her being unable to tolerate any close relationships and had been important in reassuring her against her fears of what she felt she was like. Now, entering middle age and the second half of life, she could no longer maintain this facade nor the reassurance that it had given her, and she was becoming increasingly terrified that her feelings of despair might get out of control. These fears were discussed in the course of a few interviews. A year later she was feeling much more able to cope and her bowel symptoms were mild and manageable.
It seemed that her constipation was the expression of her intense need to keep everything inside her under control. Many women experience this as 'being afraid of letting go' or 'afraid of the bottom falling out of my world'. One woman complained of severe constipation which began shortly after the death of her small child; in verbalizing her feelings about this tragedy she pointed to her lower abdomen saying 'I held it all in'. Pain, as in the case of Mrs D, was the most bothersome symptom in about 40% of all the women, not infrequently starting, becoming worse or becoming persistent after an operation for the removal of an organ in the lower abdomen: appendicectomy, ovarian cystectomy, hysterectomy, colectomy, sterilization. Sometimes, however, as with her, there was a period of brief relief after an operation and then the pain returned often apparently located in another abdominal organ. Bodily pain often seemed preferable to mental pain. In view of the frequency of psychosexual problems it is worth noting that out of the 33 women where the information was recorded 20 experienced, or in the older patients gave histories of, period difficulties. Case 5 Mrs E, a 67-year-old woman had a 12-year history of functional bowel disorder and the worst symptom was abdominal pain which, she said, was ruining her life. She had had numerous hospital referrals and she brought a great deal of-pressure on everyone to see all her troubles in bodily terms. It became clear that however much she was worried about her bowel symptoms in their own right, a large part of the worry about them was a displacement of the anguish over her many disappointments in her life, in particular her desperately unhappy marriage. Since getting older she had become increasingly frantic and felt trapped in helplessness. It seemed that she felt that her psychological resources might not be sufficient to contain her mental pain which she was experiencing as abdominal pain.
In a long telephone conversation with her GP we discussed the feelings of frustration and helplessness she roused in us. We agreed that therapeutic aims could only be limited, viz: to help her to cope as effectively as possible within the framework of her unhappy life. There are many patients like this woman with whom no one doctor can cope alone. GP and hospital doctor need to share the burden of the feelings they generate in them including the pressure to make further hospital referrals.
Discussion
This report is predominantly an overview of women with functional bowel disorders seen at a specialist hospital for colorectal disorders. Although the comments I have made refer only to patients seen at St Mark's they may well also apply to patients with less severe disorders who remain under the sole care of their general practitioners.
A recent editorial2 calls attention to the widespread problem of chronic somatization. Goldberg and Bridges3 describe it as a common and important human mechanism and suggest that somatization lessens psychic pain. One aspect of this is to lessen the pain of helplessness. Engel and Schmale4 have described the sequence of psychic processes, of which helplessness and hopelessness are two characteristics, under the term 'giving-up' that may culminate in a 'given-in' statean end result which they regard as a frequent factor contributing to the emergence of somatic disease. The present investigation strongly supports this observation.
The literature on psychological factors in disorders of the gut is considerable and the influence of stress has been frequently noted. Chaudhary and Truelove5 found that a psychological factor could be related to the onset or exacerbation of four out of five of a series of 130 patients with irritable bowel syndrome. Craig and Brown6 have shown that two-thirds of a series of patients with painful functional bowel disorder had experienced a severely threatening life event or chronic difficulty, most commonly marital separation or the break-up of a similar close relationship, before the onset of bowel symptoms. Creed7 in a study of a large number of patients who had had an appendicectomy showed that there seemed to be a direct relationship between the pain and a severe life event in the majority of those in whom the appendix was found to be not acutely inflamed. The present investigation supports these findings. It also found that a high proportion of the women had experienced severe traumatic life events in infancy or childhood.
In a comprehensive report on the irritable bowel syndrome Creed and Guthrie8 critically discuss current research. However, in common with most workers in this field they do not consider psychopathology. This is surprising as 70 years ago Freud9 described his successful analysis of a patient whose bowels did not open spontaneously for months at a time and who in childhood had suffered from attacks of diarrhoea, constipation and intestinal pain. Jackson10 has drawn attention to some ideas that are available to advance the understanding of the process of somatization. He describes how psychopathology may arise from the developmental failure in the earliest communication of the infant with the mother and also presents clinical material which suggests that very early traumatic experience is much more common in psychosomatic cases than is realized. Jackson1" points out that in these patients the mother has often been unable to help her child to integrate emotionally. The significant factor is not just the traumatic experience but how this experience is reacted to by the infant or child.
The work of Klein'2 contributes to our understanding of the anxieties ofthe women in this series. As a result of very detailed child analysis she has described the differences between the leading anxiety situations ofthe boy and the girl and has shown that because of her unconscious concern for her imaginary babies the girl has a much deeper dread than the boy of destruction of her internal organs.
Jackson" states that although the elucidation and treatment of psychosomatic disorders may involve a very long period of detailed and deep psychoanalysis their recognition and investigation may be possible at all levels of psychiatric activity. This has been found to be the case in this study which suggests that the illnesses, usually precipitated by the stresses of life phases or relevant life events, often have their roots in emotional conflicts in infancy or childhood. It also suggests that the conflicts that contribute to the illnesses in the women are associated with their emotional difficulties in fulfilling themselves. These patients are unhappy people suffering in a zone that spans psyche and soma in diagnosis, treatment and management. I would emphasize that in order to obtain a full understanding of their plightand hence to have available all the necessary elements of understanding to enable one to consider how best to help themit is necessary to give the same serious consideration to a psychological assessment as is given to the physical investigations.
